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Breast · Chondrosarcoma Summary Background: Primary mesenchymal tumors are an ex tremely rare malignancy of the breast. Case Report: A 52yearold woman presented with a rapidly growing breast mass. Physical examination established a large and round mass with regular margins in the upperouter quadrant of the right breast. Ultrasound showed a hy poechoic solid mass (41 × 36 mm) with lobulated con tours. Mammography revealed a hyperdense and rela tively regularshaped mass giving the impression of a benign tumor. However, a pathologic report of atypical cells after fine needle aspiration necessitated surgical excision. The mass was removed with a wide local exci sion. The tumor was diagnosed as a highgrade chon drosarcoma of the breast by histopathological analysis. Following the final diagnosis, we performed a modified radical mastectomy based on the knowledge that this malignancy is generally refractory to radiotherapy. The regional lymph nodes and local adjacent tissues were free of metastasis. The tumor was negative for estrogen and progesterone receptors as well as HER2. Conclusion: Chondrosarcoma tends to grow rapidly. Physical exami nation usually reveals a large, round mass. The tumor is regularshaped, round, and complex echoic on mam mography and ultrasound. It usually does not invade regional structures. Surgery remains the only effective treatment.
Introduction
Malignant tumors originating from mesenchymal tissue occur very rarely in the breast. The metaplastic carcinomas which are characterized by a combination of mesenchymal and epithelial components are uncommon malignancies of the breast [1] . Pure primary sarcomas are the rarest malignancies in mammary tissue. The chondrosarcoma is a typical example of these rarest tumors of the mesenchymal tissue. Less than 10 cases have been published in the literature [2] [3] [4] . We report a new case of primary chondrosarcoma of the breast.
Case Report
A 52-year-old postmenopausal woman (married with 2 children) presented in our department with a complaint of a breast mass which had rapidly grown for 3 months. Breast palpation revealed a painless, mobile, relatively regular-shaped, hard, and large mass of 4 cm in the upper-outer quadrant of the right breast, at 3 cm from the areola margin between the 9 and 10 o'clock radius. The right axilla was clinically negative. Ultrasound showed a hypoechoic solid mass (41 × 36 mm) with posterior enhancement and lobulated contour, including cystic components. Mammography showed a large, hyperdense, and relatively round mass ( fig. 1 ). Fine needle aspiration (FNA) cytology revealed atypical cells which were suspicious of a malignant tumor.
We planned a breast-conserving operation and performed a wide local excision of the mass without axillary dissection. Histopathological examination: On serial slicing, a 5 × 3 × 5 cm grey-white mass with irregular margins including cystic, hemorrhagic, and necrotic areas was macroscopically observed. A high-grade tumor consisting of cartilaginous tissue was diagnosed by microscopic examination. Malignant cells which had hyperchromatic and pleomorphic nucleoli showed multiple locations in a single lacuna. The tumor was surrounded by breast tissue. The pathologist observed the infiltration of malignant cells into the breast tissue between lobular structures ( fig. 2 ). Receptor analysis was negative for estrogen and progesterone receptors as well as HER2. Further careful and detailed examination did not show malignant epithelial components. The diagnosis was high-grade chondrosarcoma.
After the pathologic diagnosis of breast chondrosarcoma, other foci of cartilaginous tumor were searched in the entire body by proton emission tomograpy (PET) scan which did not show other foci of malignancy.
After the diagnosis of chondrosarcoma, we performed a modified radical mastectomy (with level I axillary dissection). On histopathological examination the pathologists did not find any residual malignant cells in the mastectomy specimen. The excised lymph nodes were free of metastases.
Discussion
This paper discusses one of the rarest mesenchymal malignancies of the breast, primary chondrosarcoma. Other types of pure sarcoma, such as spindle cell sarcoma, neuroectodermal tumor, angiosarcoma etc., have also been reported [5, 6] .
The history of the patient has an important feature as the mass had grown rapidly without systemic and deleterious effect on the patient's health status. These tumors tend to grow rapidly and present themselves as a mass for a short duration [2, 3, 6] .
A large and round mass with relatively regular margins and without a sign of regional invasion was detected by palpation. These findings appear as important features of this large tumor. Previous reports also pointed out that these large tumors do not generally invade skin and regional lymph nodes despite their locally advanced nature [2] [3] [4] 6] .
A relatively circumscribed, well demarcated mass, as in our patient, is an imaging characteristic of a pure mesenchymal or a metaplastic carcinoma with sarcomatoid differentiation. It has been reported that imaging studies seldom led to the diagnosis of sarcoma in a suspected benign lesion. The mass is complex echoic on ultrasound and shows round hyperdense opacity on mammography [4, 6, 7] .
Atypical cells in FNA cytology showing features suspicious of malignancy led us to surgical excision. The pleomorphic and bizarre cellular features can suggest the diagnosis of metaplastic and pure sarcomas of the breast. The establishment of a diagnosis of sarcoma is generally difficult by FNA biopsy [5, 6, 8] .
The very limited number of such cases does not permit us to establish an appropriate therapeutic approach. Chondrosarcoma in common locations is generally known as refractory to all types of conventional chemotherapy and radiotherapy. Surgery remains the only effective treatment [5, 9] . Despite the satisfactory technical and esthetic results of the breastconserving surgery, the final diagnosis of chondrosarcoma and its resistance to radiotherapy forced us to perform a modified radical mastectomy. Despite the knowledge (based on very limited case reports) of low incidence of axillary metastasis of primary sarcoma of the breast, a level I axillary dissection was part of the operation because this large tumor was located in the upper-outer quadrant adjacent to the axilla.
No metastasis in axillary lymph nodes despite larger tumor and hormone receptor negativity was also confirmed as a pathologic characteristic by previous reports. Pure chondrosarcoma and metaplastic cancer of the breast rarely invade axillary lymph nodes and are generally hormone receptor-negative [1, 2, 4, 10 ].
This extremely rare tumor tends to grow rapidly, and it is usually large at first physical examination. A large, round, hyperdense, and complex echoic mass with regular margins gives the impression of a benign tumor on mammography and ultrasound. Despite its large size, it does not invade local and regional structures. High-grade chondrosarcoma is generally refractory to chemotherapy and radiotherapy, and surgery remains the only effective treatment.
